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Abstract 
The purpose of this literature is to determine if the addition of trauma-informed care principles to 
the mental health care of military service members would decrease negative treatment attitudes 
and distribute this information to mental health professionals.  A literature review was 
performed.  Fifteen articles are included for discussion.  Military service members are more 
likely to have higher adverse childhood events scores with a history of personal trauma.  Service 
members report stigma and negative treatment attitudes to be barriers to accessing mental health 
care.  Trauma-informed care focuses on assessing for trauma and actively resisting re-
traumatizing the client.  Trauma-informed care is applied through the assessment of trauma, 
promoting the therapeutic alliance, minimizing distress, maximizing autonomy and working as a 
member of the multidisciplinary team.  There is a lack of studies to prove or refute the benefit of 
adding trauma-informed care principles to military service members’ treatment plan.  Future 
research should focus on the benefit of trauma-informed care and how it may be applied to 
military service members   
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The Addition of Trauma-Informed Care Principles and Caring for Military Service Members  
In 2014, approximately 25.6 million people in the United States were current military 
service members or military veterans (SAMHSA, 2014).  While the majority of active service 
members are seen and treated at military medical facilities, reserve members and those not 
enrolled in the Veteran’s Administration system may be evaluated and treated by civilian sector 
mental health professionals (Levitt, 2014; Johnson et al., 2013).  Military members face unique 
stressors and come with unique challenges for providing adequate mental health services (Levitt, 
2014).  It is estimated that 25% of military members returning from deployment meet criteria for 
at least one mental health diagnosis but only 50% of those who would benefit from mental health 
care seek it out (Levitt, 2014; SAMHSA, 2014).  Each day, 22 veterans commit suicide making 
up 20% of suicides in the United States (Johnson et al., 2013).  Suicide rates for military 
members are now higher than that of the general population, a phenomenon that has not occurred 
since the Vietnam War (Pompili et al, 2013). 
A trauma-informed care (TIC) approach takes into consideration the affect that trauma 
has on person, their behavior and responses, and puts in place systems and policies to protect 
those clients with trauma and provides the best foundation for mental health professionals to 
provide adequate care (SAMHSA, 2016).  Assessing for trauma, taking into account a person’s 
trauma and recognizing how trauma affects each person individually helps to create a unique 
person-centered treatment plan that makes that person feel safe, important and heard by their 
medical professionals (SAMHSA, 2016; Gaudet, 2014). 
The aim of this literature is to identify the current use of trauma-informed care for mental 
health services provided to military service members and identify if the practice of TIC can 
decrease suicide rates in military service members.  
TRAUMA-INFORMED CARE AND MILITARY SERVICE MEMBERS   4 
 
Purpose 
 The purpose of this project is to determine if adding trauma-informed care principles to 
care for military service members would decrease negative treatment attitudes regarding mental 
health care and then distribute this knowledge to mental health professionals.  Negative treatment 
attitudes by military service members continue to be a large barrier to receiving mental health 
care (Garcia et al., 2014; Britt, Jennings, Cheung, Pury, & Zinzow, 2015; Brown, Creel, Engel, 
Herrell, & Hoge, 2011).  The need to reduce the stigma of receiving mental health services is 
well documented in the literature (Britt, Jennings, Cheung, Pury, & Zinzow, 2015; Brown, Creel, 
Engel, Herrell, & Hoge, 2011; Garcia et al., 2014).    
Trauma-informed care was originally born for use on an inpatient mental health setting to 
reduce the use of restraints and seclusion and therefore reduce the risk of re-traumatization to 
clients receiving mental health care (SAMHSA, 2016).  Trauma-informed care challenges health 
care providers to change their thinking from “’What's wrong with you’ to one that asks, ‘What 
has happened to you?’”, (SAMHSA, 2016).  The implementation of TIC principles to mental 
health treatment for military service members could contribute to the decrease in negative 
experiences and therefore decrease the drop-out rate of current mental health services.  Increased 
retention rates for mental health services would translate to decreased negative stigma for 
receiving mental health services and ultimately a decreased suicide rates by military members.   
Significance 
The wars in Iraq and Afghanistan present a new cohort of soldiers returning from 
deployment that are in need of mental health services but unwilling or unable to receive the 
necessary care and far too many are turning to suicide to relieve their anguish.  Before the wars 
in Iraq and Afghanistan, suicide rates by military members, both past and present, were lower 
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than for the general population but since 2000 suicide rates have doubled (Ursano, Benedek, & 
Engel, 2012).  Stigma and negative attitudes continue to be barriers to receiving mental health 
treatment both by military service members and the general population (Brown, Creel, Engel, 
Herrell, & Hoge, 2011; Garcia et al., 2014; Britt, Jennings, Cheung, Pury, & Zinzow, 2015).  
Increased awareness and sensitivity of mental health problems by the Veterans Health 
Administration resulted in a slightly decreased rates of suicide both in present and past service 
members (Ursano, Benedek, & Engel, 2012).   While overall suicide rates decreased from 2000-
2007, male veterans between the age of 30-64 were still at the highest risk of suicide, which is 
different from the general public where suicide rates are highest in males over age 65 (Blow et 
al., 2012).  Despite changes in the VHA system regarding suicide prevention and attention to 
mental health concerns, it appears that it has only stopped the increasing rate of suicide, creating 
a plateau rather than decreasing the suicide rate as compared to veterans not utilizing VHA 
services (Blow et al., 2012; Hoffmire, Kemp and Bossarte, 2015).   
Trauma-informed care principles guide health professionals to assess for trauma in every 
client and recognize that trauma creates changes in every aspect of the client’s life (SAMHSA, 
2016).  Applying these principles to current practice while caring for military service members 
both within the military and private sector healthcare systems would decrease negative 
experiences with mental health treatment, decrease re-traumatization and decrease stigma 
associated with receiving mental health services.  To the writer’s knowledge, previous literature 
has not focused on applying TIC principles to the care of military service members.  Expanding 
this knowledge could improve the lives of the 550,00 service members who are in need of mental 
health services (SAMHSA, 2014b). 
Theoretical Framework 
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 Neuman’s systems model for research is used to evaluate how trauma-informed care could 
affect suicide by military service members.  Neuman’s system model is used to evaluate the 
usefulness of “primary, secondary and tertiary prevention interventions on retention, attainment, 
and maintenance of client system stability,” (Neuman, 2011, p. 162).   
 Trauma-informed care and the care of military service members can be applied to all three 
levels of prevention: primary, secondary and tertiary.  The six principles of TIC are: “safety, 
trustworthiness and transparency, collaboration and mutuality, empowerment, voice and choice, 
and cultural, historical and gender issues,” (SAMHSA, 2014b, p.10).  Each of these six 
principles falls into one or sometimes, two levels of prevention.   
 Trauma-informed care as primary prevention begins with training all healthcare staff the 
signs and symptoms of trauma related illness in military service members.  Hoffmire, Kemp and 
Bossarte (2015) and Blosnich, Dichter, Cerilli, Batten, & Bossarte (2014) report that those who 
choose military service are more likely to have adverse childhood experiences already 
predisposing them to mental health problems as a result of prior trauma experiences.  Healthcare 
workers who are knowledgeable about the effects of trauma and assess for trauma experiences 
can acknowledge that trauma is individual and effects each person in a unique way (SAMHSA, 
2014b).  Collaboration and mutuality within the healthcare system recognizes the importance of 
every member of the healthcare team in providing TIC (SAMHSA, 2014b).  “One does not have 
to be a therapist to be therapeutic,” (SAMHSA, 2014b, p.11).  Trauma-informed care is care that 
is not based on cultural stereotypes or gender biases (SAMHSA, 2014b).  By providing care that 
acknowledges the healing values of cultural connections and takes into consideration the unique 
needs of each individual not solely based on a client’s gender, race, cultural background or 
religion the healthcare provider can treat each client as an individual with unique strengths, 
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stressors and barriers to recovery.    
 Trauma-informed care as secondary prevention includes applying incorporating several of 
the six principles of a TIC in every client contact (SAMHSA, 2014b).  Making each client feel 
physically and psychologically safe is important so they have space in which to heal their 
wounds and grow after experiencing their trauma.  Recognizing that this may be the first instance 
where that client has been given the opportunity to feel safe since the trauma occurred is 
important with each new client served.  Building a rapport based on trust and transparency is 
vital to achieving safety for each person.  The Substance Abuse and Mental Health Services 
Administration, along with other government agencies, recognize that being a member of the 
military puts a person at higher risk for suicide (2014b).  Being cognizant of this when caring for 
military service members and putting into place suicide screening with every client contact can 
identify those who are at increased risk for suicide.  Empowering each military service member 
based on their individual strengths and experiences helps to build an individualized treatment 
plan.  By empowering them to share in the decisions, choices and goals set, it allows the military 
service member to be engaged and an active participant in their recovery.  The healthcare worker 
is a member in the team caring for each individual and facilitates rather than controls the care 
provided.   
 Peer support can be considered secondary or tertiary prevention as it would depend on the 
individual and what stage of treatment and recovery they are currently experiencing.  As 
secondary prevention peer support can assist the service member to build trust in others, build 
trust in themselves and establishing a place for safety to build hope as a means towards recovery 
(SAMHSA, 2014b).  As a tertiary prevention method, peer support can be an important piece of 
normalizing ongoing struggles the military service member might be experiencing in their 
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personal or professional lives after completing an official treatment plan.   
 Trauma-informed care as tertiary prevention is getting the community in which military 
service members live and work involved in creating a world that is sensitive to trauma.  There is 
a growing knowledge base of the importance of being aware of trauma survivors’ unique needs 
and it has become the focus of multiple service areas (SAMHSA, 2014b).  Tertiary prevention 
incorporates all aspects of TIC from education for teachers, healthcare providers, law 
enforcement and community members to changing legislation and government policies 
(SAMHSA, 2014b).   
 Using Neuman’s model, this writer focused on trauma-informed care as a secondary level 
of prevention.  Examining the already existing literature in regards to the use of TIC for military 
service members and its benefit in other care areas. Specifically examined was the affect that 
TIC could have on reducing negative treatment attitudes by military service members.   
Definitions 
Trauma-informed care (TIC) is a philosophy that healthcare teams can embrace while 
caring for people with a history of trauma that recognizes the presence of trauma related 
symptoms and actively acknowledges the role that trauma has played in each survivor's’ life 
(SAMHSA, 2016).  Trauma-informed care is not a specific tool, guideline or method of care 
regarding the therapeutic technique or strategy for caring for people with trauma but rather is a 
viewpoint from which to view all aspects of care while caring for individuals with trauma.  The 
population included in this review is any military service members, both past and present, 
regardless of branch enlistment and deployment status.  Negative treatment attitudes refer to an 
individual’s negative beliefs regarding mental health treatment.  This could mean that the 
individual does not believe that mental health treatment could/would work and/or that they have 
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had negative experiences with mental health professionals that impedes their motivation to 
receive help for mental health problems.  
Review of the Literature 
While most veterans receiving mental health care through the U.S. Department of 
Veterans Affairs (VA) rated their health care experiences positively, those who were older and 
did not have a service-connected disability were more likely to rate their healthcare positively 
(Burnett-Zeigler, Zivin, Ilgen, and Bohnert, 2011).  This was contrary to National Guard 
soldiers’ reports that those who were injured in the field and/or who received mental health 
treatment during deployment reported greater positive attitudes toward mental health treatment 
and an increased utilization of both medication and psychotherapy services (Kehle et al., 
2010).  Burnett-Zeigler et al. (2011) did not have a control for the study performed and compared 
overall satisfaction rates to studies previously performed regarding veterans’ satisfaction with 
their healthcare.  While male and female veterans accessing care through the VA system rate 
their mental health care similarly, men report negative mental health beliefs as a more important 
factor in accessing mental health (Fox, Meyer, & Vogt, 2015).  In general, men in the military 
report more negative beliefs regarding mental health treatment, mental illness and concern about 
stigma than women (Fox, Meyer & Vogt, 2015).  Veterans who were a minority or low-income 
were less likely to rate their healthcare positively (Burnett-Zeigler et al., 2011).  Fox, Meyer and 
Vogt (2015) report a positive association between a lack of mental health service use and 
negative treatment attitudes regarding mental health treatment but having used a cross-sectional 
design and low response rate, limited assumptions can be made from the data.  Other factors that 
increased the likelihood of not rating their experiences positively included having a diagnosis of 
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PTSD and substance use disorder, being a minority race or ethnicity, being a younger age and 
being married or previously married (Burnett-Zeigler et al., 2011).    
Factors that correlated with wanting to receive mental health services were being female 
and nonwhite, recognizing a current problem, having received services through a health care 
provider or chaplain in the past year and/or having a lower rank (Burnett-Zeigler et al., 2011; 
Fox, Meyer & Vogt, 2015).  Brown, Creel, Engel, Herrell and Hoge (2011) found that factors 
that were not associated with wanting to receive mental health treatment were being a white, 
male and having reached a higher rank in the military system.  Identifying a problem and 
receiving mental health services in the past twelve months were associated with interest in 
receiving help (Brown et al., 2011).   It is noted that contrary to hypothesis by the authors, 
Brown et al. (2011), perceived unit stigma was related to an increase in wanting the receive 
mental health services.  Brown et al. (2011) looked only at one branch of the military system and 
each branch has its own unique challenges to accessing and receiving care.  Both studies by 
Brown et al. (2011) and Burnett-Zeigler et al. (2011) were done retrospectively by self-report 
and are at risk for reporting biases and memory regarding their perception of care.  Brown et al. 
(2011) did have a larger sample size of 577 and the same soldiers were assessed before and after 
deployment, serving at their own control group.  This study also looked at soldiers who might 
have received care in a military facility, not the VA system, to which there have been many 
studies.   
 Negative beliefs about treatment were rated as less of a barrier to receiving treatment as 
compared to stigma and logistical barriers for National Guard and active duty service members 
(Valenstein et al., 2014).  Barriers of stigma and logistical problems were viewed as a problem 
more often by active duty service members than by National Guard population (Valenstein et al., 
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2014).  It is reiterated in a systematic review of literature by Sharp et al. (2015) that active duty 
soldiers report a higher level of stigma than those in the National Guard or veterans.  It is 
suggested that National Guard members have increased time between deployments as well as the 
ability to seek mental health care outside the military system decreasing all aspects of stigma of 
care (Sharp et al., 2015).  One third of National Guard members who were returning from 
deployment screened positive for posttraumatic stress disorder or depression (Kehle et al., 
2010).  This figure is higher than reported for other branches of military service (Valentstein, 
2014).  Negative beliefs about treatment decreased in each subsequent time frame studied 
possibly showing that the negative treatment attitudes could be improving but since the same 
population was not studied and instead included three separate samples, there could be other 
variables at play (Valenstein, 2014).    
Military service members who screened as positive for or reported a mental health 
problem scored higher on all stigma perceptions (Britt, Jennings, Cheung, Pury & Zinzow, 
2015).   Soldiers with higher levels of self-stigma were less likely to return for continued mental 
health services after initial visit (Sharp et al., 2015).  Consistent with previous research, 25% of 
soldiers reported mental health concerns but only about half of those had received mental health 
services in the prior year (Valenstein, 2014).  Soldiers internal negative stigma had a greater 
impact on treatment seeking behaviors than what others may think of them (Britt et al., 2015) 
and is also represented in the general population (Sharp et al., 2015).  Valenstein et al. (2014) 
agrees that stigma related to what peers or unit members might think of the soldier eliciting help 
decreased over time but that concerns over the impact of mental health treatment on a soldier’s 
military career did not change significantly over the three time periods.  Britt et al. (2015) also 
used a retrospective, self-report survey but unlike Brown et al. (2011) had a larger sample size 
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with 81% of possible participants included in the study.  Larger longitudinal studies are needed 
to assess stigma and its effect on treatment seeking behaviors is needed to confirm what these 
studies have described.  A cross-sectional study design was used by Valenstein et al. (2014) and 
although they report a decrease in stigma perceptions over the three time periods studied, it does 
not show a change in individual soldiers’ perceptions of stigma or negative treatment attitude.   
        Individuals who choose military service on a voluntary basis may do so for a number of 
reasons but one proposed reason is to escape dangerous or unhealthy living situations (Blosnich, 
Dichter, Cerilli, Batten & Bossarte, 2014).  Past research regarding adverse childhood events 
(ACEs) confirms that children who have higher ACE scores are at increased risk for chronic 
adult health problems including mental health problems and a decreased life expectancy of up to 
20 years (Blosnich et al., 2014).  Although much media emphasis has been on combat exposure 
and resultant suicidal ideation and behavior, new evidence shows that almost half of active duty 
military persons who have completed suicide have never been deployed (Blosnich et al., 
2014).  Blosnich et al. (2014) looked for the incidence of ACEs in military service men and 
women.  This study found that men who volunteered for the military, and were not drafted, had 
twice the incidence of ACEs in four or more of the categories than those who were drafted 
(Blosnich et al., 2014).  These results show the importance of assessing military service members 
not only for combat related trauma but also for trauma that is not the result of a deployment for 
military setting.  It also shows that there is a correlation between high ACEs and choosing the 
military service as a means to escape an unhealthy or traumatic home life.  This is supported by 
McGuinness & Waldrop (2015) who discuss that service members with ACEs are at greater risk 
for posttraumatic stress disorder.  Childhood trauma is associated with higher severity of 
posttraumatic stress disorder symptoms than combat exposure alone (McGuinness & Waldrop, 
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2015).  Although war time experiences should not be discounted, it is important for mental 
health professionals to asses for all types of traumas in military service members, not solely 
military related traumas (McGuinness & Waldrop, 2015). It is further discussed that mental 
health professionals “should adopt a trauma-informed approach to caring for Veterans,” 
(McGuinness & Waldrop, 2015, p.25).  It is stressed that the mental health professional 
emphasize the therapeutic relationship based on respect of the service member’s values, 
preferences and needs (McGuinness & Waldrop, 2015).  
        While showing the correlation between ACE scores and military enlistment is important 
work, there were some limitations to the study performed by Blosnich et al., (2014).  Although 
the sample size was large, 60,378 military service members, data was collected from the Centers 
for Disease Control and Prevention’s Behavioral Risk Factor Surveillance System surveys 
collected from 10 states and the District of Columbia.  There are several problems with this data 
collection.  The surveys were conducted by telephone interviews.  This presents a problem as 
many people have cell phones and no land-line telephone.  People with cell phones have caller 
identification and many will not answer if the number is unrecognized, automatically removing 
them from the sample.  The telephone interviews were by self-report and are prone to recall 
bias.  The interviews did not directly ask for motivation for enlisting in the military and the 
correlation between high ACEs and enlistment as an escape or removal from unhealthy home 
environments is an assumption.  An important strength noted in this study is the credibility of the 
institution that gathered the information.  The Behavioral Risk Factor Surveillance System 
survey by the Centers for Disease Control and Prevention is the largest and longest, ongoing, 
annual population-based surveillance project.  This is a large dataset to evaluate and could be 
continually evaluated as more data is collected for future study.  
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The literature regarding the use of trauma-informed care when caring for veterans and 
military service members is sparse.  This writer did not find any studies evaluating the 
effectiveness of utilizing a trauma-informed approach when caring for military service members 
but there were two literature reviews that addressed the importance of incorporating these values 
into the care of veterans.  
Veterans make up approximately 7% of the United States population but account for 
more than 12% of the homeless population (Dinnen, Kane & Cook, 2014).  There has been a 
significant decline since implementation of VA and Federal interventions began but continues to 
be a problem for those to whom mental health problems affect (Dinnen et al., 2014).  Soldiers 
returning from deployment from Operation Enduring Freedom (OEF), Operation Iraqi Freedom 
(OIF) and Operation New Dawn (OND) face unique challenges unlike veterans from any other 
era (Kelly, Boyd, Valente & Czekanski, 2014).  These military service members are serving 
multiple and repeated deployments and surviving increasingly dangerous and hazardous 
situations.  More females have served in a combat situation than in any previous wartime leading 
to a new dimension of trauma-related problems (Kelly et al., 2014).  An increase in the number 
of women in the military has also lead to an increase in homeless female veterans and their 
families.  Female military service members have a unique experience in the military service and 
require unique care and interventions (Dinnen et al., 2014).  These factors lead to an increased 
risk of depression, substance use and post-traumatic stress disorder (PTSD) (Kelly et al., 
2014).  People who are homeless often suffer from repeated trauma that makes them more 
susceptible to homelessness (Dinnen et al., 2014).  Being homeless increases the risk of exposure 
to trauma further complicating the situation for these individuals.  
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Employing the use of trauma-informed concepts by nursing staff and utilizing the unique 
skill sets of nursing can help to keep mental health settings safe for veterans and military service 
members alike (Kelly et al., 2014).  The concepts discussed by Kelly et al., (2014) include 
promoting a therapeutic alliance, identifying client vulnerabilities and acting-out triggers as well 
as developing trust and showing a comprehension of the trauma that these clients have 
experienced.  Kelly et al. (2014) stresses the importance of trauma-informed care at all levels of 
care in the mental health system including leadership.   Dinnen et al. (2014) further explains the 
growing framework for utilizing a trauma-informed approach utilizing the core principles of 
trauma-informed care: trauma awareness, organizational restructuring to include the 
understanding of trauma at all levels, physical and emotional safety for the individual and the 
provider of care, respect for the individual’s choice while encouraging self-efficacy and 
nurturing a strength-based approach to treatment.   
While studying what makes care trauma-informed themes were identified.  The themes 
regarding what makes trauma-informed care include: trauma screening and disclosure, client-
provider relationships, minimizing distress and maximizing autonomy and multidisciplinary 
collaboration and referrals (Reeves, 2015; Muskett, 2014).  Knowledge of trauma and its impact 
on the clients served in any healthcare setting is a step to improving care but it is not 
sufficient.  Translating trauma-informed care into medical practice is a system wide approach to 
caring for all clients but needs to be applied to everyday practice to be effective (Raja, Hasnain, 
Hoersch, Gove-Yin & Rajagopalan, 2015).  The use of trauma-informed care not only 
acknowledges the trauma but actively attempts to prevent re-traumatizing clients by the changes 
made to healthcare practices (Muskett, 2014).  This should occur through practicing client-
centered care and communication (Raja et al., 2015).  Examples of this can be allowing the client 
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to have choices during a physical exam, explanation of exam procedures before they occur and 
allowing enough time for clients to ask questions (Raja et al., 2015).  
Understanding that trauma affects the human experience is important in relation to how 
the client might view the medical professional and the care that is being received (Muskett, 2014; 
Raja et al., 2015).  The relationship built between the healthcare provider and the client must be 
built on trust and respect.  The client needs to feel that the healthcare provider is interested in 
what the client has to say, respectful of the client’s experiences, beliefs and actions and that the 
healthcare provider is supportive of the client having some control over their own life (Muskett, 
2014).  Assessing for and addressing nonverbal cues, such as anxiety, can lead the client to feel 
cared for and allows the client some autonomy in his/her care (Raja et al., 2015).  Being flexible 
in the care provided and allowing for time to make necessary adjustments to care, physical or 
psychological, can maximize the client’s autonomy and lead to increased satisfaction and 
perhaps retention of care with a healthcare provider (Reeves, 2015).  It is important for the 
healthcare professional to understand his/her own life experiences and reactions to trauma (Raja 
et al., 2015).  If the healthcare provider is not aware of any fears or triggers they may have 
related to his/her own trauma, it may prevent them from assessing or discussing traumatic 
experiences with the clients they serve as a means to prevent retriggering their own feelings 
(Raja et al., 2015).  
Clients with trauma may needed added resources and support to cope with the trauma and 
the effects it has had on their life.  Having a network of resources already established can help 
the healthcare provider better assist the individual in what they are needing further providing 
client-centered care (Raja et al., 2015).   It is important to consider providers that are sensitive to 
trauma when the care needed is not directly related to the client’s trauma, a routine colonoscopy 
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for example (Reeves, 2015.)  Trauma-informed care exists on a continuum and being cognizant 
of where other healthcare providers are at on this continuum when making referrals for necessary 
care can help strengthen the trust between the client and the referring healthcare provider 
(Muskett, 2014).  
        The current knowledge of trauma-informed care is growing but the literature referenced 
here are a synthesis of the basic knowledge.  The majority of empirical studies regarding trauma-
informed care that have quantifiable results are based on restraints and seclusions.  Muskett 
(2014) looked at only 13 papers from which to draw conclusions while Reeves (2015) identified 
26.  Raja et al. (2015) did not identify the methods to which they came to their results and simply 
described the current information available to them, their conclusions and implications for future 
research.  Much of this information can be gleaned from the website of the Substance Abuse and 
Mental Health Services Administration’s National Center for Trauma-Informed Care and 
Alternatives to Seclusion and Restraints (SAMHSA, 2016) and the literature was redundant.  
Military service members are a unique population of individuals.  Traumatic life events 
can lead a person to choose the military over other life paths, bringing with them the emotional 
wounds of prior trauma.  These wounds can be made larger by experiences while serving in the 
military.  The stigma related to mental health treatment and negative treatment attitudes by 
military service members continue to be barriers to receiving the care badly needed by 25% of 
service members; half of those 25% never receive mental health care.  Active duty soldiers report 
more perceptions of stigma than retired or reserve members.  Stigma from peers is a barrier to 
accessing services but self-stigma is a larger one.  Higher ranking service members are less likely 
to seek out services even when symptoms are reported.  Men are more likely than women 
soldiers to report stigma as a barrier to services.   
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The research regarding barriers to mental health care is vast and beyond the scope of this 
paper.  Many papers have been written and this review is of only a very small portion of 
available literature.  There have been very fews studies that look at how stigma and barriers to 
care might be overcome successfully presenting as a gap in the knowledge.  Future research 
should look at how to successfully reduce or eliminate barriers to mental health care for military 
service members.  What makes care trauma-informed has been discussed in the literature but 
there is a lack of evidence for efficacy.  While many of these concepts are innate to mental health 
nursing, there is no empirical evidence to its benefit.  Future nursing research should look at the 
benefits to trauma-informed care and how it could improve the care not only for military service 
members but for the general population as a whole.   
Methods 
A review of the literature utilizing University of North Dakota’s Harley E. French library and 
Winona State University’s Darrell W. Krueger library was performed.  Utilizing CINAHL, 
PubMed, PsychInfo and the Cochrane Library for articles published between 2005-2016 in 
English.  Terms of search used were, “trauma informed care,” “veterans,” “military,” “mental 
health,” “stigma,” and “negative treatment attitude.”  Initial search resulted in a possible 449 
possible articles for inclusion.  Articles considered discussed stigma and/or treatment attitudes 
for mental health care by military service members and/or trauma-informed care related to 
military service members.   Several studies were excluded due to more recent results available 
regarding the same topics.  Also included was articles regarding the current knowledge regarding 
the use of trauma-informed care.  After review of abstracts, fifteen articles were included for 
final discussion.  A powerpoint presentation was created and delivered to psychiatric mental 
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health nurse practitioner students and staff already trained in TIC principles at an inpatient 
behavioral health unit.   
Results  
 Almost 25% of military service members who report mental health systems but less than 
half of those actually access needed care.  Men in the military report more negative attitudes and 
stigma related to mental health treatment than women in the military.  Those soldiers that 
screened positive for mental health symptoms also reported a higher perception of stigma related 
to mental health problems.  Factors that increase the likelihood of rating mental health care 
experiences negatively include being a minority race or ethnicity, being younger than 65 and 
having a diagnosis of posttraumatic stress disorder or substance use disorder.  Contrary to other 
data, it is noted that unit stigma does not appear to be a deterrent to accessing mental health 
services but internal stigma is strongly related to not accessing needed mental health care. 
 Factors that are correlated with wanting to receive mental health care include being 
female, identifying a current problem or symptom, having received mental health services in the 
past year, having a lower rank and being female.  When comparing differing kinds of military 
service members of the Army National Guard reported higher levels of mental health symptoms 
but also less stigma associated with mental health than active duty soldiers.  It is suggested that 
Army National Guard members have increased time between deployments as well as the ability 
to seek mental health care outside the military system decreasing all aspects of stigma. 
 Mental health professionals should assess all military service members for trauma not just 
service connected experiences.  Almost half of active duty military persons who have completed 
suicide have never been deployed.  Men who volunteer for military service have twice the 
incidence of prior adverse childhood events (ACEs) than those who were drafted and therefore 
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did not choose military service.  The military, for these men, is an escape from an unhealthy  or 
traumatic homelife. 
 Veterans make up a disproportionate number of homeless individuals.  The homeless 
often suffer from repeated traumas making them more susceptible to homelessness and 
perpetuating their problems.  Being homeless in turn makes them more susceptible to more 
traumatic events.   
 Trauma-informed care (TIC) is a philosophy regarding all aspects of the care provided to 
clients.  Themes identified are the trauma assessment, the therapeutic client-provider 
relationship, multidisciplinary collaboration and referrals.  The relationship built between the 
healthcare provider and client must be built on mutual trust and respect.  The client must feel that 
the provider has the time to care for the client and that the provider is respectful of the client’s 
individual wishes.  In order for TIC principles to be successful, they need to be applied to 
everyday practice with each client contact.  It is important for mental health care providers to 
identify his/own triggers regarding past personal traumas to prevent any biases or reactions to 
what a client may tell them.   
 A powerpoint presentation (refer to appendix A) was presented to psychiatric mental 
health nurse practitioner students at the University of North Dakota School of 
Nursing.  Educating students of mental health beginning their career with the knowledge of 
trauma-informed care as well as the unique attributes to treating military service members can 
positively influence the care not only service members receive but all clients treated by these 
future providers.  This powerpoint was also shared with mental health staff consisting of 
registered nurses, certified nursing assistants and leadership team at an inpatient behavioral 
health unit with prior TIC education.  Mental health staff with prior TIC education can continue 
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to apply these principles to the care provided to each patient.  Increased knowledge of the unique 
barriers and stressors experienced by military service members can positively impact the day-to-
day care provided by staff at all levels.  Both APRN students and staff reported the information 
was helpful and could be added to their current and future practice. 
Discussion and Implications for Nursing 
 Approximately half of the military service members suffering from mental health 
problems receive the care they need.  These individuals are unique and have a different set of 
challenges, experiences and traumas.  The choice to enlist in military service can be a direct 
result of prior adverse childhood events and these traumatic events affect every aspect of that 
soldier’s life.  Military service members report high levels of stigma and negative treatment 
attitudes regarding mental health treatment and need to be the aim of new interventions.  With 
20% of suicides each day in the United States completed by military service members there 
appears to be a gap between knowledge of risk factors and prevention of suicides.  It is also 
apparent that men in the military, both high and low ranking, of all ethnic backgrounds need 
support, education and interventions that will reduce the stigma of mental illness and promote 
their involvement with mental health professionals. 
 Mental health professionals have a duty to improve the care they provide.  Advanced 
practice nurses (APRN) caring for military service members have an especially important duty to 
provide interventions to improve the quality of life for the individuals in their care.  By adopting 
a trauma-informed care approach for military service members, stigma and negative perceptions 
by service members could be reduced.  The APRN who focuses on trauma screening, client-
provider relationships, minimizing distress and maximizing autonomy and works as a member of 
a multidisciplinary team is providing trauma-informed care.  TIC begins with screening for 
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trauma.  In caring for military service members, this is not limited to experiences within the 
context of military service.  It is essential to assess for prior life events that may be affecting the 
service member and/or exacerbated by events that have occurred as part the soldier’s service.  It 
is important that the APRN also screen themselves for trauma, triggers and reactions in order to 
provide the best care for the individuals who may report or discuss traumatic events.  While 
screening every client for trauma, the APRN is building a therapeutic alliance.  This alliance 
between provider and client is strengthened by showing an interest in what the client has to 
report, allowing sufficient time for assessment, discussion and planning and provider 
flexibility.  The provider should be assessing and addressing any nonverbal cues of which the 
client may not be aware.  Showing understanding of the client’s trauma, how it has affected them 
uniquely and building a treatment plan that fits that individual further strengthens the therapeutic 
relationship.  The APRN should aim to minimize distress and maximize autonomy for each 
military service members.  This is accomplished by assisting the client to identify his/her triggers 
and vulnerabilities and prevent acting out or negative coping methods.  Promote self-efficacy and 
utilize a strength based treatment approach when planning interventions.  Working 
collaboratively with the military service members helps to build a relationship of trust and 
safety.  Having an already built network of providers established to assist in caring for military 
service members with trauma makes referring specific treatments and interventions to specialists 
in that area straightforward and minimizes the stress placed on the client.   
 Trauma-informed care can assist in changing negative treatment attitudes.  By building a 
foundation of trust and safety based on the therapeutic relationship between the military service 
member and the APRN, negative stigmas and treatment expectations are disproved.  Assisting 
individuals to identify mental health problems and removing, or at least decreasing the stigma 
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attached to these problems, helps them and others who encounter them and the health care 
system also remove stigma.  While applying trauma-informed care to reduce stigma and increase 
mental health care involvement appears to be a logical conclusion, research is needed to prove 
this hypothesis.   
Trauma-informed care is a philosophy that can guide every aspect of the care provided to 
military service members.  TIC acknowledges the importance of assessing for trauma, 
acknowledging trauma, recognizes the effect that trauma can have on individuals as well as the 
people caring for them and actively resists re-traumatizing the clients that are receiving mental 
health care.  Many of these values are at the core of nursing and can be incorporated into all 
aspects of advanced practice nursing when caring for military service members.  
        Advanced practice nurses need to assess for trauma in all their clients, especially military 
service members.  Trauma assessment should not be limited to military related traumas as many 
military service members have previous trauma from adverse childhood events.  For clients to 
feel safe and secure, the advanced practice nurse (APRN) needs to show that they are open to 
listening to the trauma experienced by the client and respond in such a way that does not 
stigmatize them or dismiss their experience.  It is important that APRNs create an environment 
of safety, trustworthiness and transparency with each client.  This helps to instill a sense of 
empowerment in the clients that are being treated.   
Each APRN needs to assess their own life experience for traumas and what his/her 
triggers might be in relation to those traumas to be prepared to hear and possibly discuss 
traumatic experiences with clients.  TIC from a practice perspective is applying the individual 
principles to each client that the APRN encounters.  Military service members are not only 
treated in the Veterans Health Administration (VA) systems and private sector APRNs may see 
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and treat clients who have a history of military service.  Considering the unique stressors that a 
military service member may be facing and/or the unique circumstances they may have 
experienced should be integrated in all aspects of care. 
        Future nursing research should focus on the benefits of TIC in relation to the unique 
circumstances and challenges surrounding military service.  There is very little in the current 
research about the actual benefits of adopting a TIC approach and even less in regards to its use 
with military service members.  Nursing research could also focus on the reduction of stigma and 
negative treatment attitudes regarding mental health care in the military systems.  This research 
should focus on the groups at highest risk for suicide and that report the highest levels of stigma: 
white men under the age of 65.  This could lead to policy change within the military branches to 
adopt a unified approach to mental health that promotes wellness and does not punish 
illness.  Future research could help shape policy in both the private and military sectors in 
regards to mental health care and its funding.  Mental health is chronically underfunded and with 
reliable research regarding the benefit of appropriate mental healthcare approaches, like TIC, 
there is an opportunity to increase funding to support efforts to change the way mental healthcare 
is provided.  
Nursing research regarding the benefits of a TIC approach would help change the way 
that new nurses at every level are educated.  The introduction of TIC principles early in a nurse’s 
education would make the practice of each nurse trauma-informed at its core.  Nurses are leaders 
of change in the healthcare system and changing their education to include TIC would affect 
every interaction they have with clients from an early stage.  When a new nurse views a client as 
a whole person and instead of looking for “what is wrong” with a client to “what has happened” 
to a client they can tailor assessments and interventions to address the trauma that clients may 
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have experienced and how it shapes their healthcare experiences.  Military service members are a 
unique population and giving nurses the knowledge of how different and yet similar this 
population may be, can open their eyes to the importance of applying TIC principles in their 
everyday care.  
Summary/Conclusions  
 Military service members suffering from mental health symptoms are underutilizing 
treatment services available to them.  One fifth of the daily suicides in the United States are 
completed by military service members despite suicide prevention measures from the 
Department of Defense and the Veterans Health Administration.  Stigma and negative treatment 
attitudes are reported barriers to accessing mental health services.  A change in the way mental 
health professionals provide care could address some of the barriers reported to utilizing care.   
Military service members are a unique population.  Service members are more likely to 
report adverse childhood events.  These prior traumatic experiences predispose them to chronic 
health problems, including struggles with mental health.  The stress and trauma of military 
service, deployment and war time experiences can negatively impact the soldier’s mental 
health.  Without proper treatment the service member is at risk for suicide.   
Advance practice nurses should adopt a trauma-informed care approach when providing 
mental health services to military service members.  Application of TIC principles begins with 
the APRN assessing themselves for trauma and triggers related to his/her trauma.  Awareness of 
triggers allows the APRN to acknowledge and address any barriers they may have in caring for 
clients with trauma.  It continues with screening the service member for both military related 
trauma and non-military related traumas and continues by building a therapeutic relationship.  To 
promote the therapeutic alliance with clients the APRN should show interest in what the client 
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has to say, allow time, assess nonverbal cues and be flexible with the car they provide.  Showing 
an awareness and understanding of the trauma experienced by the client continues to build trust 
and rapport with each client.  When clients feel that the mental health professional has time to 
listen and is interested, clients feel more inclined to share his/her story including any trauma or 
negative experiences that may still be affecting them currently but would have otherwise not 
reported.  Working as a member of a collaborative team, the APRN assists in building a 
treatment plan that minimizes distress and maximizes each client’s autonomy.  The treatment 
plan is based on encouraging self-efficacy and using a strength-based approach to develop a 
sense of trust and safety.  Effective TIC is built into every client-provider interaction.  
 The research surrounding TIC and military members is lacking.  Trauma-informed care, 
being client focused, should lead to a decrease in negative treatment attitudes but there is no 
documentation to prove this theory.  The studies involving TIC are centered around other 
variables such as the use of restraints and seclusion.  While it is logical to conclude that 
removing and/or decreasing the stigma and negative treatment attitudes regarding mental health 
care would increase utilization of services, there are few studies to prove this 
hypothesis.  Studies have previously focused on barriers to care and future studies should focus 
on addressing these barriers.  Future research should focus on the benefits of trauma-informed 
care with military service members.   
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Appendix A 
    
